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Abstract: Anxiety disorders and suicide are commonly under-recognized issues that can be a public
health problem. Adolescents are among the most affected population groups and studying them
can prevent serious health problems. These two elements are related, but at the same time, they can
only be understood from a multifactorial point of view, so other related variables such as emotional
intelligence, empathy, or coping strategies are key to understand their effect on the population. In
this study, a series of methods to measure the variables of interest were applied to a specific group of
adolescents to determine their mental health levels, focusing on suicide and anxiety episodes. The
results reflected average levels with a tendency to be high in the case of anxiety and nonalarming
levels in terms of suicide risk, both parameters presenting more worrying values in women. In
turn, the correlation between suicide and anxiety was demonstrated considering the other variables
(coping strategies, empathy, emotional intelligence, and prosociality). This research has relevant
implications for the diagnosis, orientation, and design of psychoeducational and clinical interventions
that contribute to the improvement of their well-being and quality of life.
Keywords: anxiety; suicidal risk; prosociality; empathy; coping strategies; adolescents
1. Introduction
From the New Educational Model, some of the following can be highlighted: the
European Higher Education Area [1], the EuroPsy model for the development of compe-
tencies [2] and the Organization for Economic Cooperation and Development [3], the need
to develop systemic competencies in future graduates, including inter-and intrapersonal
psychological resources such as emotional intelligence, empathy, and the capacity to resolve
and face problems and adversity.
Emotions are key constructions related to psychological well-being and life-satisfaction,
according to classic theoretical models such as those of Goleman [4], Mayer et al. [5], and
Bar On [6] and more recent ones such as Bisquerra et al. [7] somehow, in these models, it
is evident that emotional skills can be divided into two poles within a continuum. The
positive side includes elements such as productive coping strategies, social skills, proso-
ciality, and empathic attitudes and the negative side that may include symptoms such
as anxiety, stress, and depression, which, at the same time, may be considered relevant
to assess the level of risk and suicidal ideation in a manner consistent with the localized
empirical literature (Lew et al. [8], Zhang et al. [9], and Fonseca-Pedrero et al. [10]).
1.1. What Is Anxiety?
Anxiety is defined as a state of mind characterized by extreme restlessness, intense
emotion, and high insecurity. Psychophysiologists have long recognized the various roles
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of anxiety in human behavior and mental illness. It should be recognized that the survival
value of anxiety is as important to the human experience as pain. Much of the initial
impetus for proving the origin and role of anxiety disorders in mental illness comes from
books on psychoanalysis, especially those by Freud and his students, which are based on
case histories and personal clinical observations [11].
As far as its classification according to the World Health Organization (WHO) a great
group exists where the phobic anxiety disorders are included within which would be the
agoraphobia, the social phobias, and other types of specific phobias, such as acrophobia,
phobias to animals, claustrophobia, and simple phobia, in addition to the nonspecific phobic
anxiety disorders. Outside this classification of anxiety-related phobias, we would find
other types of anxiety, including panic disorder, generalized anxiety disorder, depressive
and anxiety disorder, and other specific and nonspecific anxiety disorders [12].
In terms of prevalence, anxiety disorders are the most prevalent psychiatric disorders
and are associated with high morbidity. Within all the recognized types of anxiety, the one
that shows a greater prevalence at worldwide level would be the specific phobia, suffered
by more than 10% of the population. Following this one is a disorder of panic with a
prevalence of 6%, social phobia with less than 3%, and the disorder of generalized anxiety
with a presence of around 2%. In addition, it is remarkable that this type of disorder is
much more noticeable in women, sometimes double the number than in men.
The ages of onset of the different disorders are very disparate and depend on the
type of disorder we are talking about. To exemplify this, we could point out the case of
agoraphobia without panic attacks, which usually appears around the age of 20 years,
while specific phobias begin to become noticeable at the age of 7 years [13].
Behavioral interventions: anxiety is understood as a response to a stimulus, while it
will subsequently act as a stimulus on responses. The interventions focused on the control
of this anxiety centering on the theory of impulse on anxiety. The method of approach is
based on the identification of the first signs of anxiety, so that, once recognized, techniques
for its reduction and control are put in practice. This type of intervention has not been
studied widely, so it is not really known if the positive results are maintained in time;
however, these positive results are shown in 50% of the cases.
Cognitive-behavioral interventions: anxiety is understood as a response to threatening
situations regardless of whether they represent a real risk to the individual. This would
arise because of an equation between the probability of the perceived threat and the capacity
to confront it. This type of intervention relies on cognitive restructuring focused on the
control of the situation by the individual suffering from anxiety and on the identification of
the probability of an occurrence of the event in question that causes these levels of anxiety.
A failed identification of this probability of occurrence would lead the patient to present
difficulties when facing a problem. The rates of effectiveness of this type of intervention
are between 50% and 60% and the improvement is persistent over time.
Cognitive interventions with metacognitive elements: these interventions focus on
the fact that when anxiety arises in a patient with a generalized anxiety disorder (GAD), it
causes concern in the patient. This preoccupation comes from the hand with the physiologi-
cal hyperactivation that ends in negative beliefs about the preoccupation and in an attempt
to control the same one. This, in turn, makes the fact of wanting to control the worry a new
focus of concern and, therefore, higher levels of anxiety and negative evaluations of what
is happening are generated. The cognitive and somatic symptoms are interpreted in these
cases as a loss of control. These interventions focus on the main technique of being aware of
the problem and finding a solution adapted to it, playing with imaginative exposure, and
focusing on cognitive restructuring of positive beliefs about worry. As for the effectiveness
rates, they are among the highest, presenting an effectiveness of between 75% and 77% [14].
1.2. Suicidal Risk
Suicide today is an increasingly serious problem in our society, which implies the need
to establish concrete definitions to identify the risk factors, considering that the fundamental
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causes of suicide come from multiple elements and present great complexity [15]. It is
considered one of the leading causes of injury and death worldwide and therefore could
be said to be a major public health problem. It is estimated that one death due to suicide
occurs worldwide every 40 s, thus, one million people worldwide take their own lives
every year. It affects more people in the 10–34 age range and is the second leading cause of
death among those ages, while in other population groups, it is in tenth place [16].
Epidemiological studies have shown that men have a higher suicide rate than women
at all ages, with a ratio of 5:1. However, if we look at the specific case of women, they make
a greater number of attempts in the same proportion, in most cases, through poisoning
by pesticides or drugs. Men over the age of 50 have the highest percentage of completed
suicides, and these are generally due to hanging or the use of firearms. Worryingly, in
recent years, the number of suicides among people in the 15–24 age range has increased,
with suicides being more common in lower socioeconomic classes, in people with previous
psychiatric treatment, with various personality disorders, and a history of substance abuse,
and in people who had previously attempted suicide [15].
The causal effects of suicide vary and can include poverty, absence of work, low
self-esteem, psychiatric disorders, death of close people, difficulties in love relationships,
age, sexual orientation, and situations that generate great stress [17]. Diverse organizations
of importance in the world of health, such as the American Association of Suicidology or
the National Suicide Prevention Lifeline include the disorders of anxiety-like factors of key
risk for suicide. It has been proven that people who have a positive diagnosis of anxiety
disorders have a 10% greater probability of committing suicide or having behaviors related
to it. Anxiety disorders have been associated with 12% of all suicide attempts produced in
the United States [18].
1.3. Other Related Variables: Emotional Intelligence, Empathy/Prosociality, and Coping Strategies
for Daily Stress
Emotional intelligence: emotional intelligence and anxiety have shown a strong
relationship, which can be defined from a cognitive model or from a mixed model. From
the first, the so-called cognitive model, we could define emotional intelligence as a set of
skills to identify, understand, use, and regulate emotions, which can be self-perceived or
measured through specific tests of ability. According to the second model, the mixed one,
emotional intelligence is a set of social, emotional, and personal skills or capabilities that
influence the effectiveness when facing environmental demands and pressures. It is clear
that stress control, as well as intrapersonal and interpersonal intelligence, are variables that
help us predict the magnitude of the anxiety response [19].
Empathy/prosociality: studies linking empathy to anxiety are limited. Empathy could
be defined as the tendency to understand and share the other’s emotional state or context.
Models studying empathy consider two components: the affective component and the
cognitive component. The first, the affective component, refers to the emotions of others
and is present from birth. The cognitive component refers to understanding these emotions
and taking perspective on them, and they first manifest around 8–10 months of age. It
is important to consider the multidimensional nature of anxiety when relating it to other
factors such as empathy. The study of how the diverse forms of anxiety affect the affective
and cognitive components is interesting at the time of better understanding the clinical
pictures and developing new approaches at the time of applying the treatments. The skills
related to empathy play a particularly important role in the social development of the
individual. Difficulties in the control of emotions put highly empathetic individuals in
a vulnerable situation in terms of the development of anxiety disorders and depressive
disorders. For these people, sharing emotions with other individuals can generate feelings
of maladjustment, such as interpersonal distress and guilt. The result of high levels of
affective empathy may be the development of behind turns like social anxiety, which
includes difficulties in recognizing, understanding, and interpreting the emotions that are
shared with others. In contrast, low levels of cognitive empathy can generate experiences
of failed social interactions and, in turn, social anxiety and depression [20].
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Coping strategies: coping styles are an important variable that measures an individ-
ual’s adaptation to situations where he or she is exposed to great stress. These coping
styles have three essential dimensions: the coping method used, the approach to coping,
and the activity mobilized in coping. Coping strategies are a group of procedures and
efforts, either cognitive or behavioral, that are intended to find a solution to the problem
and calming the emotional response, which, in some cases, can be excessive and upset-
ting. When considering this type of strategy, it is necessary to take into consideration the
anticipation and control that the patient has over problematic events, those considered
uncontrollable or unpredictable, having the greatest negative effect on health [19]. Coping
strategies have often been associated with anxiety problems. Several studies, such as
that of Díaz et al. [19], show different coping methods depending on whether the study
group is patients with or without anxiety. Patients without anxiety usually prefer active
and direct coping strategies related to problem solving, seeking help from society, and
positive reassessment. As for anxious patients, they also include positive re-evaluation and
problem-solving strategies but to a much lesser degree. They tend to adopt a more passive
position, evidencing the strategy of cognitive avoidance, which would be the avoidance
behaviors of the problematic situation. They avoid confronting the problem so as not to
focus on the specific situation, thus avoiding emotional reactions. Strategies related to
asking for help from experts and expressing coping difficulties are also more characteristic
of individuals with anxiety disorders. They would be considered behavioral strategies,
destined to the advantage of the resources that society offers to the patient. Anxious people
also use adaptive strategies just like people who do not present any type of disorder, but
this adaptation may not be possible due to a lack of the necessary skills [19].
The adaptation to the university context with the new demands generates stress in
the students and makes it necessary to guide them in their process of adaptation and
adjustment, so it is necessary to evaluate from the first courses, the score they have in the
variables selected for this study.
1.4. Aims
To study the levels of anxiety, as well as the risk of suicide in a group of emerging
adults and correlations between anxiety, suicide risk, and the psychoeducational variables
emotional intelligence, empathy, and coping strategies.
1.5. Research Hypothesis
High levels of anxiety and suicide risk are expected to be found in emerging adults
and statistically significant correlations between anxiety, suicide risk, and the variables
emotional intelligence, empathy, and coping strategies.
2. Materials and Methods
2.1. Design
This was a cross-sectional, observational, descriptive study. An ex post facto design
was employed. For this study, a cross-sectional nonexperimental research design was
selected involving convenience sampling of student participants. Participants were asked
to complete a series of self-report scales with a Likert response format. The data were
analyzed using correlation and multiple regression statistics.
2.2. Participants
The total initial sample was 198 students who were undertaking a degree in primary
education at the University of Granada. The final sample selected for this study was 154
participants, Spanish undergraduates who gave their consent to participate in the study.
Of the 154 students, 55.55% were women and 44.44% were men, mostly single, between
18 and 25 years old with an average age of 20.86 years. Regarding recruitment of the
sample, participation was voluntary, i.e., the consecutive recruitment of participants was
performed. Convenience sampling was used to recruit participants. The inclusion criteria
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were as follows: (a) being a university student. The exclusion criteria included: (a) not
completing each of the questionnaires provided; (b) not being a full-time student, having
recognized part-time student status, and/or having requested a single assessment, and
(c) being a student with special educational needs. We worked with an incidental sample
balanced by gender. This was carried out using G∗power 3.1 software (version 3.1, Institut
für Experimentelle Psychologie, Düsseldorf, Germany). This calculation demonstrated
that a sample size of 150 students was needed to provide a confidence interval of 95%,
with a power of 95%, assuming a bilateral significance level (α) of 0.05. The present study
protocol was approved by the Ethics Committee (Granada, Spain, 1574/CEIH/2020). The
participants completed an informed consent form to participate in the study.
2.3. Instruments
Several tools have been applied to assess prosociality, empathy, anxiety, coping strate-
gies, perceived stress, and suicide risk.
2.3.1. Suicide Risk
Plutchik’s Suicide Risk Scale, Plutchick [21]: A scale that aims to discriminate indi-
viduals with suicidal tendencies from those who are not suicidal. It is constructed with
a series of variables that diverse authors have linked to suicide. It presents the power to
discern between individuals without suicidal risk from psychiatric patients. It consists of
15 items with dichotomous responses (yes/no) related to previous suicide attempts, with
how strong the current auto lithic ideation is, with feelings of depression and hopelessness
and with other related aspects. [22] Among the items used are “Do you have little interest in
relating to people?” or “Do you see any hope in your future?”. The internal consistency of the
scale was in the initial study of 0.84 and 0.90. Later, an adaptation was made to the Spanish
population that reported an internal consistency of 0.90, which was revised years later by
Tomás-Sábado et al. [23] affirming an internal consistency of 0.81. This scale has been used
in previous studies, such as those carried out by Santana-Campas et al. [24] in a sample of
young Mexicans. For the current sample, the scale presents an internal consistency of 0.87.
2.3.2. Anxiety
State-Trait Anxiety Inventory, STAI, Spielberger [25]: Psychological Inventory consist-
ing of 40 self-report items related to anxiety. In this method, the feelings of restlessness,
worry, tension, and stress are considered anxiety. The objective of the STAI questionnaire is
to measure two independent concepts of anxiety, i.e., anxiety as a state and anxiety as a
trait. According to this model, anxiety as a state evaluates passing emotional circumstances,
particularized by subjective feelings of apprehension, tension, and nervousness, which are
accompanied by physiological changes such as hyperactivity of the autonomic nervous
system. Anxiety as a trait indicates an anxious tendency that presents a relative stability
that peculiarizes individuals with a predisposition to perceive situations as dangerous. This
is not shown directly in the behavior of the individual and is recognized by the frequency
at which this individual experiences it. Higher STAI scores would suggest higher levels
of anxiety. It is also used to make diagnoses, distinguish between anxiety and depression,
and used for research. Within the part anxiety state, examples of the used items are “I feel
calm” or “I feel safe,” whereas in the part anxiety trait, the items, e.g., “I feel like crying” or “I
feel rested” could be mentioned. It is answered by a scale of values where 0 represents the
value almost never and 3 the value almost always. [26]. This instrument shows adequate
psychometric reliability and validity. The scale presents an internal consistency of 0.94 for
state anxiety and 0.90 for trait anxiety [27]. It has been applied in several previous studies,
such as the study carried out by Macauley et al. [28] in a group of 183 students to measure
their anxiety levels in relation to professions related to the health field. The Cronbach’s
alpha coefficient for the current sample for the state anxiety subscale was 0.93, while for
the trait anxiety subscale, it was 0.89.
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2.3.3. Perceived Stress
Perceived Stress Scale, PSS, Cohen [29]: The most widely used measure of perceived
stress worldwide is considered a strong predictor of health and illness. It consists of 14
items and measures the global perceived stress experienced in the last 30 days on a 5-point
scale (0 = never, 1 = almost never, 2 = occasionally, 3 = often, 4 = very often) presenting a
two-dimensional structure, divided into inverse score (negative writing of articles) and
noninverse score (positive writing of articles) [30]. Some of those items are “In the last
month, how often have you felt that things are going well” or “In the last month, how
often have you thought about the things you still have to do.” The internal consistency for
this scale for the current sample was 0.87. It had also been applied previously in various
studies such as that of Campo-Arias et al. [31] in a sample of 178 women from a university
in Colombia with the objective of measuring stress. It can be considered that it allows an
evaluation of the daily stress in comparison with other instruments that have been located
in the searches made for this work that allows the valuation of vital events like the one of
Holmes et al. [22].
2.3.4. Prosociality
Caprara’s Prosociality Scale, Steca [32]: a scale of 16 self-report items with the aim
of evaluating individual differences in prosociality in the adult population, proving its
measurement capacity through an analysis of the response theory to the items of the studied
sample. This scale has been widely tested and its effectiveness in measurement has been
demonstrated, as well as the demonstrated high sensitivity of the 16 items. It includes items
that comprise help, such as the item “I try to help others” and others that comprise empathy,
such as the item “I intensely share my emotions with others.” These items should be rated on a
scale of 1 to 5, with one representing the value Never/Almost never and 5 representing the
value Always/Almost always. Prosociality can be defined as the set of voluntary actions
that one can adopt to help, care for, assist, or comfort others. We are still in a situation of
debate between the psychological components and their critical measurement. It has been
seen that prosociality derives from complex psychological and developmental processes
that involve attention and evaluation mechanisms, moral reasoning, social competence,
and self-regulation capacities. [32] The scale presents an internal consistency of 0.84, as
measured by Cronbach’s alpha. [33] It has been applied previously in studies such as that
of Mieres-Chacaltana et al. [34] in a sample of 245 people in which the relationship between
prosociality and subjective well-being was evaluated. For the present sample, the scale
presents an internal consistency of 0.87.
2.3.5. Perceived Emotional Intelligence
The Trait Meta-Mood Scale-24 (TMMS-24) [35,36]: This instrument evaluates perceived
emotional intelligence, understood as the ability to control feelings and emotions, to
discriminate between them and to use that ability to direct one’s own thoughts and actions.
The questionnaire has three dimensions: emotional attention, understood as the capacity
to feel and adequately express feelings; clarity, interpreted as an optimal understanding of
one’s own emotional states; and repair, which alludes to the capacity for optimal control of
emotional states. The questionnaire consists of 24 items rated on a Likert scale from one to
five points. Cronbach’s alpha for the current simple was 0.86 for emotional attention, 0.79
for clarity, and 0.61 for repair.
2.3.6. Empathy
Test of Cognitive and Affective Empathy, TECA, López Pérez [37]: generic measure
of empathy composed of 33 items. It includes the affective and cognitive components
of empathy, considering both its positive and negative aspects, thus providing a much
more integrated and accurate view of the construct. To evaluate this empathy, both the
understanding of others’ points of view and the comprehension of other people’s emotions
are considered. In addition, when evaluating affective empathy, both empathic stress
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and empathic joy are considered. The items are varied, some examples may be “When a
friend is sad, I get sad too” or “I find it hard to cry with what happens to others.” These
are answered on a Likert scale with values ranging from 1 (totally disagree) to 5 (totally
agree). [38]. This instrument presents adequate psychometric properties of reliability
and validity and has already been applied in numerous studies (e.g., Estévez et al. [39]
involving 1318 individuals who were victims of school violence). The scale presents an
internal consistency of 0.86 [40]. The instrument shows satisfactory reliability and validity,
and internal consistency for the present sample ranged between 0.78 and 0.87.
2.3.7. Prosocial Trend Measure
Revised prosocial trend measure, PTMR, Carlo [41,42]: this method was born because
in previous studies, no distinction was made between the different forms of prosocial
behavior, and they were only put into practice as a global construction. This model shows
a greater adjustment in comparison with the alternative models. It consists of 21 items and
was designed to examine the structure and functions of a multidimensional measure of
prosocial behavior. It includes the analysis of the relationships between specific forms of
prosocial behavior and sympathy, perspective taking, and global measurement of prosocial
behavior. It evaluates six types of prosocial behavior: public (intent to benefit others in
the presence of others), emotional (intent to benefit others but under emotionally charged
circumstances), emergency (help under crisis situations), altruistic (help without expecting
anything in return), anonymous (help without the gaze of anyone), and out of complacency
or obedience (help when others request it). The items used are, e.g., “I prefer to give money
without anyone knowing” or “When others feel very sad, I usually help them,” measured by
scores from 1 to 5, representing 1 Does not describe me well and 5 Describes me very
well [41]. The internal consistency for sympathy is 0.67, for perspective taking is 0.71, and
for the overall score is 0.78. [33] This method has been applied previously in studies such
as that of Carlo et al. [42] with the objective of measuring prosocial tendencies in a sample
of 138 students. This study has shown a Cronbach’s alpha ranging from 0.70 to 0.81.
2.3.8. Coping Strategies
Inventory of Coping Strategies, Tobin (1989), adapted by Cano [43]: After decades
of research, this model has proven to be viable in the area of understanding how people
handle the stressors in their lives. With a focus on coping strategies, two concepts were
developed regarding how individuals manage stressors, namely, coping styles and coping
strategies. These, however, are not opposing concepts but complementary. This method
was developed from the Coping Modes Scale, and an improvement in this scale has been
made. The adaptation is the result of limitations of instruments available in Spanish,
modifying the original inventory from 72 items to 40 items. This method collects two types
of information, i.e., qualitative information, in which the individual talks about the stressful
situation, and quantitative information, where it measures the frequency of use of certain
coping strategies and the level of perceived effectiveness in coping, according to a Likert
scale. Consequently, both narratives and scores were obtained. The items that constitute the
scale are, e.g., “I blamed myself ” or “I spent some time alone.” They are scored on a scale from
0 to 4, with 0 representing the value “Not at all” and 4, the value “Totally”. It presents a pent
factorial structure where the five variables that are evaluated are neuroticism (or degree
of emotional instability), extraversion (or degree of sociability and energy), responsibility
(understood as the capacity of self-control and self-determination), openness (or range of
intellectual curiosity and esthetic sensitivity), and kindness (the capacity to approach or
reject others) [43]. This instrument presents adequate psychometric properties of reliability
and validity. The scale presents an internal consistency of 0.66 for the cognitive approach
coping strategy, 0.66 for the behavioral approach coping strategy, 0.58 for the cognitive
avoidance coping strategy, and 0.53 for the behavioral avoidance coping strategy [44]. This
method has been previously applied in studies such as that of Rosas-Santiago et al. [45] in
a sample of 42 patients with the objective of measuring the coping strategies in the face of
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a disease, among many other studies. The present study has shown a Cronbach’s alpha
ranging from 0.75 to 0.88.
2.4. Procedure
Questionnaires were applied online. For this purpose, anonymity, confidentiality of
the information, the possibility of leaving the study at any time without giving any kind of
explanation, as well as the informed consent of the participants in the study were assured.
The average time to complete the questionnaires was approximately 17 min.
Once the data were obtained, a statistical analysis was performed using an ex post facto
design. The analysis was carried out using the computerized statistical package SPSS 22.0.
An exploration (descriptive statistics and Kolmogorov–Smirnov normality tests) of the
study variables and the fulfillment of the assumptions of normality and noncollinearity for
Pearson’s correlation were done.
Analyses of the relationships between the quantitative variables were carried out
using Pearson’s correlation analysis and linear regression to itself as descriptive analysis
and Pearson’s correlation between the variables. Finally, Student’s t-test was applied
to independent samples to analyze statistically significant differences between students
according to gender.
2.5. Ethical Aspects
Respect for the dignity of the subjects and the protection of their rights and privacy
was prevailed by ensuring that they ticked the consent box before proceeding to fill in the
questionnaires.
The project was endorsed by the Research Ethics Committee of the University of
Granada (1574/CEIH/2020), which states that the study respects the principles established
in international and national legislation in the field of biomedicine, biotechnology, and
bioethics as well as all the rights derived from the protection of personal data.
2.6. Data Analysis
SPSS software (version 22.0, IBM Corp., Armonk, NY, USA) was used for statistical
analysis. First, the descriptive analysis was calculated, and the normal distribution of
variables was confirmed using the Kolmogorov–Smirnov test. A scatter diagram was
used to verify compliance with the assumptions of linearity and homoscedasticity and
determine whether to apply parametric or nonparametric tests. Pearson’s correlation
coefficient was used to determine the association between suicide risk and anxiety and each
of the psychoeducational variables of everyday stress, prosociality, emotional intelligence,
empathy, and prosocial trend measurement.
Normality of residuals, homogeneity of variance for residuals, and linearity of data
were examined before completing the regression model. The data met all the assumptions
required to carry out the multiple linear regression analyses. Multicollinearity was avoided
by selecting a stepwise method in the regression model. A p < 0.05 was used as the
significance level in the study. Multiple linear regression analyses were conducted to
determine the relationships between anxiety and suicide risk, everyday stress, prosociality,
perceived emotional intelligence, empathy, and prosocial trend measurement.
3. Results
Descriptive Statistics of the Study Variables
For the final sample of participants in this study, 154 who had completed all the
questionnaires applied were selected. Of the 154 students, 55.55% were women and 44.44%
were men, mostly single, between 18 and 25 years old with an average age of 20.86 years.
Table 1 shows the results of all the tests applied, organized in maximum and mini-
mum scores of each test, and the average of the values obtained from the answers of the
participants with their corresponding standard deviation (descriptive statistics).
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Table 1. Descriptive statistics of suicidal risk, anxiety, daily stress, prosociality, perceived emotional
intelligence, empathy, measures of prosocial tendency, and coping strategies.
Variables Min Max Mean SD
Suicide risk 0.00 11.00 4.28 2.45
Anxiety
Anxiety State 0.00 55.00 24.88 12.69
Anxiety Trait 5.00 54.00 25.98 11.28
Daily stress 24.00 63.00 44.62 9.38
Prosociality 28.00 77.00 64.33 8.19
Prosocial behavior 11.00 30.00 24.77 3.45
Empathy and emotional support 7.00 20.00 15.79 2.53
Perceived Emotional intelligence
Emotional care 10.00 39.00 28.30 6.32
Clarity of feeling 14.00 38.00 27.37 5.89
Emotional repair 13.00 40.00 28.40 6.12
Empathy
Adoption of perspectives 19.00 40.00 30.15 3.88
Emotional understanding 25.00 49.00 36.32 5.07
Empathic stress 17.00 40.00 28.21 4.12
Empathic joy 21.00 35.00 29.80 3.58
Prosocial trend measurement
Public 3.00 15.00 5.89 3.01
Emotional 7.00 25.00 18.72 3.77
Emergency 5.00 15.00 11.46 2.06
Anonymous 4.00 20.00 11.65 4.22
Altruist 5.00 20.00 16.99 3.26
Complacency or obedience 4.00 10.00 8.38 1.40
Coping strategies
Problem solving 0.00 20.00 11.68 5.33
Self-criticism 0.00 20.00 7.26 6.49
Emotional expression 0.00 24.00 14.56 6.61
Desiderative thinking 0.00 16.00 11.36 4.58
Cognitive restructuring 1.00 20.00 10.67 5.36
Avoidance of problems 0.00 16.00 6.17 3.52
Social withdrawal 3.00 16.00 10.36 2.49
In general, mean values are presented with a tendency to be high for all measured
variables. Among the data that stand out is that of prosociality, whose average value
in the population studied is 64.33, a value close to the maximum that allowed the scale
to be measured (77.00). As for anxiety, it presents intermediate values in both types of
measured anxiety, emphasizing its high standard deviation of the sample, which indicates
that the data, in general, do not adjust to the average, consequence of the presence of a
great variability among the participating students. However, values with lower levels
also stand out, such as the measure of public prosocial tendency, whose average value
in the population is 5.89, with a minimum of 3.00 and a maximum of 15.00. In this same
case, there are two coping strategies, which are self-criticism with an average value in the
population studied of 7.26 (with a minimum of 0.00 and a maximum of 20.00) and the
avoidance of problems with a value of 6.17 (with a minimum of 0.00 and a maximum of
16.00).
The results indicate that suicide risk ranged from 0 to 11, with an average of 4.28
(SD 2.45). As for the parameter of suicide risk, the cut-off point for considering a person
or a population group being at worrying levels of suicidality is set at 6. This sample is
4.28; therefore, it is important to note that this investigation provided useful resources to
subjects who reported scoring above the accepted threshold and a program was designed
to follow-up with subjects. Gender differences in anxiety and suicide risk are present.
Int. J. Environ. Res. Public Health 2021, 18, 1418 10 of 18
Table 2 presents the analysis of differences in the anxiety and suicide risk variables in
the study according to gender.
Table 2. Contrast of means (Student t-tests) to analyze differences in function of gender in the
variables of the study.
Anxiety and Suicide Risk
Man Woman Student t-Test
M SD M SD t df p d
Anxiety state 16.17 8.11 24.66 15.62 −1.96 128 0.05 −8.49
Anxiety trait 24.05 9.28 27.60 12.81 −0.90 128 0.07 −3.54
Suicide risk 2.86 1.81 4.34 2.46 −2.31 128 0.02 −1.48
df : degrees of freedom; p: level of significance; t: Student’s t-statistician for two independent samples; d: difference
in averages; M: mean; SD: standard deviation.
In Table 2, we can observe that the variable that presents the greatest difference
between genders is suicide risk, with almost twice the risk in the case of women. Regarding
anxiety, state anxiety is the one that presents the greatest difference between genders, being
20% higher in women.
The dependent variables (anxiety and suicide risk) exhibited a normal distribution.
After the normality of the residuals in the regressions was tested, it was confirmed that the
observed residuals were distributed normally. The independence of data for regression
was confirmed. There was a linear relationship between the independent and dependent
variables. Homogeneity of the residuals’ variance was not violated, and the data met the
assumption of homoscedasticity.
Table 3 shows the correlations between the variables of suicidal risk, anxiety, and
the other study variables. We found statistically significant associations between suicidal
risk and anxiety state, anxiety trait, and everyday stress. We found statistically significant
associations between anxiety state, anxiety trait, and emotional understanding.
Next, the correlation between coping strategies for daily stress and the other parame-
ters studied, such as suicidal risk, anxiety, and emotional intelligence, which are especially
relevant for providing useful resources to subjects and the design of a training program
for effective coping strategies. This is reflected in the table below, again using Pearson’s
correlation coefficient (Table 3).
With a significance level of 0.01, a positive correlation was shown between coping
strategy, problem solving, empathy, and emotional support. The self-critical coping strategy
showed a positive correlation with suicidal risk, state anxiety, trait anxiety, and daily
stress. The emotional expression strategy shows a correlation with empathy and emotional
support. Desiderative thinking correlates with state anxiety, trait anxiety, and everyday
stress. Finally, the social withdrawal strategy shows a positive correlation with the variable
measured of daily stress.
With a significance level of 0.05, the emotional expression strategy showed a corre-
lation with prosocial behavior. Desiderative thoughts are correlated with suicidal risk.
Finally, social withdrawal also shows a positive correlation with suicidal risk.
As for the values that showed a negative correlation with a significance level of 0.01,
emotional expression was negatively related to state anxiety. Cognitive restructuring shows
a negative correlation with both types of anxiety and daily stress.
With a significance level of 0.05, a negative correlation was observed between the
problem-solving strategy and daily stress, and between the problem avoidance strategy.
Among the situations that students have indicated as causing stress and for which
they have employed the abovementioned coping strategies (Table 3) are as follows: the
situation generated by COVID-19, the work situation, problems with organization in studies
and failing exams, problems with couples, problems with mobility between countries,
family issues such as arguments or divorce, health problems, problems with socialization,
problems with anxiety control, economic issues, and deaths. Some examples of the stressful
situations brought by the participants in the study are as follows:
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Table 3. Correlations between suicidal risk, anxiety, and daily stress, prosociality, perceived emotional intelligence, empathy, and prosocial trend measures.
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
1 1 0.34 ** 0.45 ** 0.43 ** 0.02 0.08 0.04 0.03 0.08 −0.07 −0.08 −0.06 −0.09 −0.05 −0.03 −0.06 −0.01 −0.09 −0.04
2 0.34 ** 1 0.71 ** −0.00 −0.05 −0.05 −0.08 0.03 0.00 0.12 −0.19 * 0.05 0.05 −0.17 −0.02 −0.05 0.17 0.05 0.00
3 0.45 ** 0.71 ** 1 0.70 ** −0.04 0.09 −0.01 −0.11 −0.12 0.05 −0.28 ** 0.12 −0.00 −0.16 −0.02 −0.15 0.16 −0.01 −0.01
* p < 0.05; ** p < 0.01; 1. Suicidal risk; 2. Anxiety State; 3. Anxiety Trait; 4. Daily stress; 5. Prosocial behavior; 6. Empathy and emotional support: 7. Emotional care; 8. Clarity of feelings: 9. Emotional healing;
10. Adoption of perspectives: 11. Emotional understanding, 12. Empathic stress; 13. Empathic joy; 14. Public prosocial behavior; 15. Emotional prosocial behavior; 16. Prosocial behavior in emergency situations;
17. Anonymous prosocial behavior, 18. Altruistic prosocial behavior, 19. Prosocial behavior out of complacency or obedience.
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“I have always had anxiety, and lately I have been worse, I should have gone to my
psychologist to recover a little, but I’ve been avoiding it, and now this situation of being
locked up at home and not knowing what’s going to happen with my career, has me very
nervous, and I’m thinking all day about studying and eating, and I don’t know how to
improve.”
“At one point, I started thinking about the economic crisis that would come after the
confinement and how my parents were going to keep the business going in the face of it,
and how I was going to continue studying the next year, and I got caught up in a loop of
negative thinking and hopelessness.”
Table 4 shows the correlation between anxiety and the independent variables that
obtained a significant level of correlation with it.
Table 5 gives the results obtained in regression analyses of significant models of
items of the variable “anxiety.” No collinearity between the variables was included in
the regression model. The daily stress and the coping strategy “emotional expression”
were significantly related to the dependent variable, predicting 61.2% of the total variance
(r2 = 0.612, F (2124) = 2.626, p <0.001) of the state anxiety levels.
Daily stress and “suicide risk” were significantly related to the dependent variable,
predicting 75.3% of the total variance (r2 = 0.753, F (124) = 5.217) of trait anxiety levels.















Suicide risk −0.15 0.31 ** −0.08 0.21 * −0.13 −0.04 0.21 *
Anxiety
Anxiety State −0.06 0.36 ** −0.28 ** 0.29 ** −0.22 ** −0.08 0.08
Anxiety Trait −0.07 0.50 ** −0.18 0.34 ** −0.25 ** 0.02 0.09
Daily Stress −0.20 * 0.33 ** −0.14 0.34 ** −0.38 ** −0.17 0.20 *
Prosociality/Empathy
Prosocial behavior 0.10 −0.10 0.24 * −0.04 0.03 −0.08 −0.02
Empathy and
emotional support 0.25 ** −0.03 0.33 ** −0.03 0.16 −0.04 0.07
Emotional
Intelligence
Emotional care 0.00 −0.15 −0.00 −0.01 0.03 0.02 0.21
Clarity of feeling −0.08 −0.09 −0.01 −0.03 −0.00 0.01 0.04
Emotional repair −0.00 −0.04 −0.09 −0.09 0.06 −0.06 0.02
* p < 0.05; ** p < 0.01.
Table 5. Regression of “anxiety” from the variables of suicidal risk, daily stress, prosociality, perceived emotional intelligence,
empathy, measures of prosocial tendency, and coping strategies.
Anxiety State (r2 = 0.612)
Independent Variables B IC 95% β SE p-Value
Lower Limit Upper Limit
Daily stress 0.72 0.37 1.06 0.58 0.17 0.00
Emotional expression
(Coping strategy) −0.49 −0.97 −0.01 −0.27 0.23 0.04
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Table 5. Cont.
Anxiety Trait (r2 = 0.753)
Independent Variables B CI 95% β SE p-Value
Lower Limit Upper Limit
Daily stress 0.49 0.234 0.743 0.41 0.12 0.00
Suicide risk 1.16 0.193 2.138 0.25 0.48 0.02
r2, determination regression coefficient; B, estimators of regression coefficients; β, estimators of standardized regression coefficients; CI 95%,
95% confidence interval for B; β, adjusted coefficient of multiple linear regression analysis; SE coefficient standard error; p: level of critical
significance.
4. Discussion
The study has been directed toward a central line consisting of knowing the suicide
risk and the levels of anxiety to which students are exposed, in this case, in a specific group
of teenagers. It is important to know these levels in first year students who are in the
process of adapting to the conditions of the academic context, which may be one of the
most stressful for them. [46] To this end, these concepts have been linked to other relevant
variables that are considered relevant and the results have been conclusive. It has been
shown a clear correlation between diverse variables that were measured in this study, such
as the one presented between anxiety of both types (trait and state) with the suicidal risk,
which are the two key points of this work, but at the same time, these were found to be
related to other variables such as, e.g., suicidal risk clearly correlated with daily stress and
this daily stress, in turn, correlated with trait anxiety, for which it can be considered that the
study of the diverse variables makes sense because they are elements with a multifactorial
dimension.
As for the division of the group by gender, in this work, it has been observed that
women are potentially more susceptible to present anxiety and a greater suicidal risk. This
data is consistent with other studies such as those by Gao et al. [47], in which it was also
stated that more pronounced levels of anxiety were found in the participating women than
in men. In the study by Becker et al. [48] provided us with the information that in their
work the suicidal risk in women was double that of men, results which we also reached in
this study.
The values obtained in terms of suicidal risk do not show a real risk since they would
have to exceed the value 6 (our value is 4.28). However, this does not imply that in the
population group studied the risk of suicide does not exist; the value provided is an average
of all the results and even if it does not exceed is not a low estimate and as a consequence
some of the participants did show values that are most worrying with respect to this issue.
As for the study of coping strategies in relation to a problematic situation, these
have also shown a correlation with suicidal risk, anxiety, daily stress, and prosociality. By
including in the applied tests, a section where the participants could express a stressful
situation in which they would use coping strategies, it has been seen that it is necessary
to consider the situation generated from COVID-19 when interpreting the results, since
these results have probably been altered by reality and may not be the same in a normal
situation.
According to a United Nations report (May 2020), the COVID-19 pandemic may
cause a global mental health crisis. This extraordinary situation we experience could
cause psychological distress to a large part of the population due to the loss of loved ones,
economic instability, and isolation.
It is likely that from this event the number and severity of mental disorders of the
population will increase, so it is a necessary involvement of governments to solve this
public health problem.
The report also highlights that there are some risk groups that could end up more af-
fected by this situation, including isolated children and young people who cannot socialize
with others of their age, health workers due to the reality they live with every day, and
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infected people. The first studies carried out on this subject already show clear signs of an
increase in cases of depression and anxiety in several countries [49].
Comparing our results with other similar studies done to university students, it can
be observed that the levels of trait anxiety and state anxiety in a study by Caballero-
Dominguez et al. [50] in a population group of a university in Colombia are higher than
those obtained in this study. Our data show intermediate values in terms of these parame-
ters, while those of the aforementioned study show higher levels (around 40 points).
In terms of suicide risk, the scale was also used in a study by Aradilla-Herrero et al. [51]
in a university population of nursing students. That study had a mean according to the
Plutchik scale in terms of suicide risk of 3.03, a value lower than that obtained in our
sample (4.28).
This work showed diverse results according to the different crossings of established
variables that can also be compared with previous studies. In the study already mentioned
in this work by Aradilla-Herrero et al. [51], the correlation between emotional intelligence,
depression, and suicidal risk was measured. The results showed a significant association
between a variable of emotional intelligence and suicidal risk, which, in turn, was related
to depression and anxiety. On the other hand, in a study by Singh [52] conducted on Indian
university students, a clear relationship was found between some aspects of personality,
stressful episodes, and suicidal risk. In this study, correlations were shown between
different variables that are relevant to psychological well-being, as in our study, so it can
be considered that, in some way, it can reaffirm the idea of the need to approach the subject
from a multifactorial point of view, and the study of anxiety or suicide is not recommended
without taking into account anything else the evaluation of said variables but considering
them in their relationship with other factors or protective or risk variables such as those
considered in this work.
Consistent with some previous studies, it is found that everyday academic stressors
are one of the risk factors for suicide in young adults [53,54] especially generated in the
first years of university where levels of suicidal ideation are higher compared to other
courses [55]. Similarly, other previous research [56] also found that among the reasons
contributing to student suicide attempts was study-related stress.
The results of this study show the importance of the emotional dimension and the use
of effective coping strategies such as emotional expression that affects anxiety levels, which
is one of the factors associated with suicidal risk. This is consistent with other research
that highlights the importance of predictors of suicidal risk such as impulsivity and coping
skills for emotional management and conflict resolution [57].
With respect to gender, this study, as well as other recent research [57,58], shows
statistically significant differences in suicide risk factors based on gender, with women
scoring higher than men.
The present study argues, as highlighted in other work in our context [59], the impor-
tance of knowledge and assessment of suicidal risk factors in young people such as anxiety
and stress for the prevention of suicidal behavior by establishing the appropriate support
network and providing useful resources to students in this regard.
Limitations and Future Research
An interesting line of future research would be to check whether young people who
present anxiety carry out the suicidal act as their last option in the face of the failure of
the effort applied to solve the problem, a situation that led to a feeling of even greater
anguish [60].
Consequently, within the clinical perspective, there is much to be researched. It
would be interesting to know what the real role of the hypothalamic pituitary adrenal axis
(HPA) is and its importance in this process. A greater knowledge of the level of biological
processes that cause uncontrolled cases of anxiety or lead to suicidal behavior would be
really useful when it comes to solving these public health problems, since more effective
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pharmacological treatments could be proposed that would put an end to the problem at its
root.
From the perspective of psychology, new studies of the effect of anxiety and suicide
would be necessary, especially in young people. Based on these, measures should be
adopted to improve the well-being of the population, especially in university students
where there are fewer studies, despite the fact that adaptation to the conditions of the
academic context makes it one of the most relevant areas in the generation of stress and
anxiety.
In this study, we did not evaluate physiological responses of the type of palpitations,
sweating, tachycardia, or tremors. To include them in future studies would be useful to
approach the subject from all possible scopes and to achieve a greater understanding of it.
Our study may be limited by the application of only self-report measures, and there
is a need for a longitudinal study to see how scores change in different courses as well as
in other degrees and centers. Nevertheless, we consider a representative and adequate
sample of students of this degree and course, considering that the priority interest of this
exercise is a basic evaluation of the scores obtained in the first courses in which the students
present more anxiety and academic stress [61], to guide them, and design intervention
programs to face the changes generated in that situation.
The aim of this project is to promote a “program” with psychoeducational methods
that contribute to the improvement of the quality of life, psychological well-being, and
the prevention of daily stress generated by the academic situations they have to face,
promoting the use of more productive and effective coping strategies as protective factors
that contribute to reducing these levels of anxiety and suicidal risk. In further research, it
would be interesting to extend this with students from other universities by adding other
study variables such as sociodemographic data or academic performance.
Sampling does not support the ideal norms of probability in the sense that the par-
ticipants decided to participate voluntarily in the study and were not selected at random.
Consequently, the data shown are only adjustable to university students of the same char-
acteristics, diminishing the capacity of generalization of the results. The data collected
from a single institution may have limited generalizability.
5. Conclusions
This study is of particular interest to researchers and service providers in the field of
student mental health. Adequate mental health is essential at any level of life, especially in
adolescence and in the university period (late adolescence), so it is necessary to take it into
consideration at the same level as physical health.
This research has shown that suicide risk is associated with emotional skills such
as anxiety and daily stress. Anxiety levels were positively correlated with daily stress
and coping strategy for emotional expression. The emotional expression strategy shows a
correlation with empathy and emotional support. Desiderative thinking was positively
correlated with state anxiety, trait anxiety, and everyday stress.
The data obtained will be of use for educational interventions intended to improve
psychological well-being and support services with strategies that will enhance students’
management of emotions, prevent stress, suicide risk, and anxiety in the educational setting
and lead to better academic performance. Not only this is an interesting paper covering an
issue that involves public health but also it seems to be especially important for research
and practice given the current worldwide panorama.
Author Contributions: Conceptualization, F.M.M.-R.; methodology, F.M.M.-R.; software, F.M.M.-R.;
validation, F.M.M.-R.; formal analysis F.M.M.-R.; investigation, F.M.M.-R. and E.S.M.; resources,
F.M.M.-R.; data curation, F.M.M.-R.; writing—original draft preparation, F.M.M.-R. and E.S.M.;
writing—review and editing, F.M.M.-R. and E.S.M.; visualization, F.M.M.-R. and E.S.M.; supervision,
F.M.M.-R.; project administration, F.M.M.-R. All authors have read and agreed to the published
version of the manuscript.
Int. J. Environ. Res. Public Health 2021, 18, 1418 16 of 18
Funding: This research received no external funding.
Institutional Review Board Statement: The project was endorsed by the Research Ethics Committee
of the University of Granada (1574/CEIH/2020), which states that the study respects the principles
established in international and national legislation in the field of biomedicine, biotechnology, and
bioethics as well as all the rights derived from the protection of personal data.
Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study.
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Fernández, J.C. Análisis del desarrollo de los nuevos títulos de Grado basados en competencias y adaptados al Es-
pacio Europeo de Educación Superior (EEES). REDU Rev. Docencia Univ. 2016, 14, 135. Available online: https:
//www.researchgate.net/publication/312250462_Analisis_del_desarrollo_de_los_nuevos_titulos_de_Grado_basados_en_
competencias_y_adaptados_al_Espacio_Europeo_de_Educacion_Superior_EEES (accessed on 2 July 2020).
2. Mendizabal, J.B. Descriptive analysis of EuroPsy: A competency-based model. Is this model applicable to specialised health
training in clinical psychology? Educ. Med. 2019, 20, 154–162. Available online: https://www.sciencedirect.com/science/article/
pii/S157518131830216X (accessed on 2 July 2020).
3. Organization for Economic Cooperation and Development (OECD). The Definition and Selection of Key Competencies. Executive
Summary. 2005. Available online: https://www.oecd.org/pisa/35070367.pdf (accessed on 2 July 2020).
4. Goleman, D. Emotional Intelligence. Bantam. 1995. Available online: https://books.google.es/books/about/Emotional_
Intelligence.html?id=XP5GAAAAMAAJ&redir_esc=y (accessed on 2 July 2020).
5. Mayer, J.D.; Salovey, P.; Caruso, D. Models of Emotional Intelligence. Handb. Intell. 2012, 396–420. Available online: https:
//psycnet.apa.org/record/2000-07612-018 (accessed on 2 July 2020). [CrossRef]
6. Bar-On, R. The Bar-on model of emotional-social intelligence. Psicothema 2006, 18, 13–25. Available online: http://www.
psicothema.com/psicothema.asp?id=3271 (accessed on 2 July 2020). [PubMed]
7. Bisquerra, R.; Escoda, N.P. Las competencias emocionales. Educ. XX1 2007, 10, 61–82. Available online: http://revistas.uned.es/
index.php/educacionXX1/article/view/297 (accessed on 2 July 2020). [CrossRef]
8. Lew, B.; Huen, J.; Yu, P.; Yuan, L.; Wang, D.-F.; Ping, F.; Abu Talib, M.; Lester, D.; Jia, C.-X. Associations between depression,
anxiety, stress, hopelessness, subjective well-being, coping styles and suicide in Chinese university students. PLoS ONE 2019, 14,
e0217372. Available online: https://dx.plos.org/10.1371/journal.pone.0217372 (accessed on 3 July 2020). [CrossRef] [PubMed]
9. Zhang, K.; Szanto, K.; Clark, L.; Dombrovski, A.Y. Behavioral empathy failures and suicidal behavior. Behav. Res. Ther. 2019, 120,
103329. Available online: https://www.researchgate.net/publication/328712049_Behavioral_empathy_failures_and_suicidal_
behavior (accessed on 3 July 2020). [CrossRef]
10. Fonseca-Pedrero, E.; Díez-Gómez, A.; de la Barrera, U.; Sebastian-Enesco, C.; Ortuño-Sierra, J.; Montoya-Castilla, I.; Lucas-Molina,
B.; Inchausti, F.; Pérez-Albéniz, A. Conducta suicida en adolescentes: Un análisis de redes. Rev. Psiquiatr. Salud Ment. 2020.
Available online: https://linkinghub.elsevier.com/retrieve/pii/S188898912030032X (accessed on 3 July 2020). in press. [CrossRef]
11. Tuma, A.H.; Maser, J.D. Anxiety and the Anxiety Disorders; Part I and II; Routledge: New York, NY, USA, 2019; 1172p, Available
online: https://www.taylorfrancis.com/books/e/9780203728215 (accessed on 2 July 2020). [CrossRef]
12. ICD-10 Version: 2019. 2019. Available online: https://icd.who.int/browse10/2019/en#/F40-F48 (accessed on 3 July 2020).
13. Bandelow, B.; Michaelis, S.; Wedekind, D. Treatment of anxiety disorders. Dialogues Clin. Neurosci. 2017, 19, 93–106. Available
online: www.dialogues-cns.org (accessed on 2 July 2020).
14. Vertere, G.; Rodríguez, B. Empirical Validation of Theoretical Models and Cognitive Behavioral Treatments for Generalized
Anxiety Disorder. Vertex 2005, 16, 170–175. Available online: https://pubmed.ncbi.nlm.nih.gov/15957011/ (accessed on
2 July 2020).
15. Gutiérrez-García, A.G.; Contreras, C.M.; Orozco-Rodríguez, R.C. El suicidio, conceptos actuales. Salud Ment. 2006, 29, 66–74.
Available online: http://www.revistasaludmental.mx/index.php/salud_mental/article/view/1130 (accessed on 2 July 2020).
16. Orsolini, L.; Latini, R.; Pompili, M.; Serafini, G.; Volpe, U.; Vellante, F.; Fornaro, M.; Valchera, A.; Tomasetti, C.; Fraticelli, S.; et al.
Understanding the complex of suicide in depression: From research to clinics. Korean Neuropsychiatr. Assoc. 2020, 17, 207–221.
Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7113180/ (accessed on 2 July 2020). [CrossRef] [PubMed]
17. Benavides-Mora, V.K.; Villota-Melo, N.G.; Villalobos-Galvis, F.H. Conducta suicida en Colombia: Una revisión sistemática.
Rev. Psicopata Psicol. Clin. 2019, 24, 181–195. Available online: http://www.aepcp.nethttp//revistas.uned.es/index.php/rppc
(accessed on 2 July 2020). [CrossRef]
18. Covert, D.; Fraire, M.G. The role of anxiety for youth experiencing suicide-related behaviors. Child Health Care. 2019, 48, 351–371.
Available online: https://www.tandfonline.com/doi/abs/10.1080/02739615.2019.1630284 (accessed on 2 July 2020). [CrossRef]
19. Díaz, C.A.G.; Luna, A.; Dávila, A.; Salgado, M. Estrategias de afrontamiento en personas con ansiedad. Psychol. Av la Discip. 2010,
4, 63–70. Available online: https://www.redalyc.org/pdf/2972/297224086006.pdf (accessed on 3 July 2020).
Int. J. Environ. Res. Public Health 2021, 18, 1418 17 of 18
20. Gambin, M.; Sharp, C. Relations between empathy and anxiety dimensions in inpatient adolescents. Anxiety Stress Coping 2018, 31,
447–458. Available online: https://www.researchgate.net/publication/325221277_Relations_between_empathy_and_anxiety_
dimensions_in_inpatient_adolescents (accessed on 2 July 2020). [CrossRef] [PubMed]
21. Plutchik, R.; Van Praag, H. The measurement of suicidali-ty, aggressivity and impulsivity. Prog. Neuro-Psychopharmacol. Biol.
Psychiatry 1989, 13, 23–34. [CrossRef]
22. Holmes, T.H.; Rahe, R.H. The social readjustment rating scale. J. Psychosom. Res. 1967, 11, 213–218. Available online: https:
//www.sciencedirect.com/science/article/abs/pii/0022399967900104 (accessed on 2 July 2020). [CrossRef]
23. Tomás-Sábado, J.; Maynegre-Santaulària, M.; Pérez-Bartolomé, M.; Alsina-Rodríguez, M.; Quinta-Barbero, R.; Granell-Navas,
S. Síndrome de burnout y riesgo suicida en enfermeras de atención primaria. Enferm. Clin. 2010, 20, 173–178. Available
online: http://www.elsevier.es/es-revista-enfermeria-clinica-35-articulo-sindrome-burnout-riesgo-suicida-enfermeras-S113
0862110000707 (accessed on 2 July 2020). [CrossRef]
24. Santana-Campas, M.A.; Santoyo Telles, F. Propiedades psicométricas de la escala riesgo suicida de Plutchik en una muestra de
jóvenes mexicanos privados de la libertad. Av en Psicol. 2018, 26, 57–64. Available online: http://revistas.unife.edu.pe/index.
php/avancesenpsicologia/article/view/1127 (accessed on 2 July 2020). [CrossRef]
25. Fonseca-Pedrero, E.; Paino, M.; Sierra-Baigrie, S.; Lemos-Giráldez, S.; Muñiz, J. Propiedades Psicométricas del “Cuestionario de
Ansiedad Estado-Rasgo” (STAI) en Universitarios [Psychometric Properties of the “State-Trait Anxiety Questionnaire”]. Behav.
Psychol. Psicol. Conduct. 2012, 20, 547–561.
26. Spielberger, C.D.; State-Trait Anxiety Inventory. Corsini Encycl. Psychol. 2010. Available online: https://www.scirp.org/(S(czeh2
tfqyw2orz553k1w0r45))/reference/ReferencesPapers.aspx?ReferenceID=2069438 (accessed on 2 July 2020).
27. Guillén-Riquelme, A. Validación de la Adaptación Española del State-Trait Anxiety Inventory en Diferentes Muestras Españo-
las. 2014. Available online: https://dialnet.unirioja.es/servlet/tesis?codigo=58041&info=resumen&idioma=SPA (accessed on
2 July 2020).
28. Macauley, K.; Plummer, L.; Bemis, C.; Brock, G.; Larson, C.; Spangler, J. Prevalence and Predictors of Anxiety in Healthcare
Professions Students. Health Prof. Educ. 2018, 4, 176–185. Available online: https://www.sciencedirect.com/science/article/pii/
S2452301117300901 (accessed on 2 July 2020). [CrossRef]
29. Cohen, S.; Kamarck, T.; Mermelstein, R. A global measure of perceived stress. J. Health Soc. Behav. 1983, 24, 385–396. [CrossRef]
[PubMed]
30. Perera, M.J.; Brintz, C.E.; Birnbaum-Weitzman, O.; Penedo, F.J.; Gallo, L.C.; Gonzalez, P.; Gouskova, N.; Isasi, C.R.; Navas-
Nacher, E.L.; Perreira, K.M.; et al. Factor structure of the perceived stress scale-10 (PSS) across english and Spanish language
responders in the HCHS/SOL sociocultural ancillary study. Psychol. Assess. 2017, 29, 320–328. Available online: https:
//pubmed.ncbi.nlm.nih.gov/27280744/ (accessed on 2 July 2020). [CrossRef] [PubMed]
31. Campo-Arias, A.; Bustos-Leiton, G.J.; Romero-Chaparro, A. Consistencia interna y dimensionalidad de la Escala de Estrés
Percibido (EEP-10 y EEP-14) en una muestra de universitarias de Bogotá, Colombia. Aquichan 2009, 9, 271–281. Available online:
https://dialnet.unirioja.es/servlet/articulo?codigo=3125166 (accessed on 2 July 2020).
32. Caprara, G.V.; Steca, P.; Zelli, A.; Capanna, C. A new scale for measuring adults’ prosocialness. Eur. J. Psychol. Assess. 2005,
21, 77–89. Available online: https://www.researchgate.net/publication/240218660_A_New_Scale_for_Measuring_Adults\T1
\textquoteright_Prosocialness (accessed on 2 July 2020). [CrossRef]
33. Rodriguez, L.M. Adaptación de la Escala de Prosocialidad de Caprara en Adolescentes Argentinos. Rev. Evaluar. 2017, 17, 177–187.
Available online: https://revistas.unc.edu.ar/index.php/revaluar/article/view/18730 (accessed on 2 July 2020). [CrossRef]
34. Mieres-Chacaltana, M.; Física, D.E.P.E. Prosocialidad y bienestar subjetivo en estudiantes de pedagogía en educación física. J.
Sport Health Res. J. Sport Health Res. 2019, 11, 63–74. Available online: http://www.journalshr.com/papers/Vol11_suplemento2
/JSHR_V11_SUPL2_06.pdf (accessed on 2 July 2020).
35. Fernández-Berrocal, P.; Extremera, N.; Ramos, N. Validity and reliability of Spanish 458 modified version of the Trait Meta-Mood
Scale. Psychol. Rep. 2004, 94, 751–755. [CrossRef]
36. Salovey, P.; Mayer, J.D.; Goldman, S.L.; Turvey, C.; Palfai, T.P. Emotional attention, clarity, and repair: Exploring emotional
intelligence using Trait Meta-Mood Scale. In Emotion, Disclosure and Health; Pennebaker, J.W., Ed.; APA: Washington, DC, USA,
1995; pp. 125–154.
37. López-Pérez, B.; Fernández-Pinto, I. TECA: Test. de Empatía Cognitiva y Afectiva/TECA: Cognitive and Affective Empathy Test;
TEA Ediciones: Madrid, Spain, 2008.
38. Gorostiaga, A.; Balluerka, N.; Soroa, G. Evaluación de la empatía en el ámbito educativo y su relación con la inteligencia
emocional. Rev. Educ. 2012, 364, 12–38. Available online: https://dialnet.unirioja.es/servlet/articulo?codigo=4684340 (accessed
on 2 July 2020).
39. Estévez, E.; Jiménez, T.I.; Segura, L. Emotional intelligence and empathy in aggressors and victims of school violence. J. Educ.
Psychol. 2019, 111, 488–496. Available online: /record/2018-47618-001 (accessed on 2 July 2020). [CrossRef]
40. Pastor, L.A.F. Propiedades Psicométricas del Test de Empatía Cognitiva y Afectiva en estudiantes de institutos y universidades
de Huamachuco. Rev. Jang 2017, 6, 17–28. Available online: http://revistas.ucv.edu.pe/index.php/JANG/article/view/1138
(accessed on 2 July 2020).
41. Mestre, M.V.; Carlo, G.; Samper, P.; Tur-Porcar, A.M.; Mestre, A.L. Psychometric Evidence of a Multidimensional
Measure of Prosocial Behaviors for Spanish Adolescents. J. Genet. Psychol. 2015, 176, 260–271. Available online:
Int. J. Environ. Res. Public Health 2021, 18, 1418 18 of 18
https://www.researchgate.net/publication/279731699_Psychometric_Evidence_of_a_Multidimensional_Measure_of_
Prosocial_Behaviors_for_Spanish_Adolescents (accessed on 2 July 2020). [CrossRef] [PubMed]
42. Carlo, G.; Hausmann, A.; Christiansen, S.; Randall, B.A. Sociocognitive and behavioral correlates of a measure of prosocial
tendencies for adolescents. J. Early Adolesc. 2003, 23, 107–134. Available online: https://www.researchgate.net/publication/
228891933_Sociocognitive_and_Behavioral_Correlates_of_a_Measure_of_Prosocial_Tendencies_for_Adolescents (accessed on
2 July 2020). [CrossRef]
43. García, F.J.C.; Franco, L.R.; Martínez, J.G. Adaptación Española del Inventario de Estrategias de Afrontamiento. Actas Esp.
Psiquiatr. 2007, 35, 29–39. Available online: https://www.researchgate.net/publication/235419673_Adaptacion_Espanola_del_
Inventario_de_Estrategias_de_Afrontamiento (accessed on 2 July 2020).
44. Ongarato, P.; De la Iglesia, G.; Stover, J.B.; Fernández, L. Coping responses inventory: An adaptarion to adolescent and adult
population. Annu. Investig. 2009, 21, 383–391. Available online: https://www.redalyc.org/pdf/3691/369139945036.pdf (accessed
on 2 July 2020).
45. Rosas-Santiago, F.J.; López-Suárez, A.D.D.; Jiménez-Herrera, S. Afrontamiento en pacientes con diabetes mellitus 2 con y
sin retinopatía. Psicol. Salud. 2019, 29, 219–224. Available online: https://www.researchgate.net/publication/341199825_
Afrontamiento_en_pacientes_con_diabetes_mellitus_2_con_y_sin_retinopatia (accessed on 2 July 2020). [CrossRef]
46. Morales-Rodríguez, J.A.; Morales, F.M. Evaluación de competencias genéricas y socioemocionales por parte de universitarios.
Eur. J. Child Dev. Educ. Psychopathol. 2018, 6, 97. Available online: https://dialnet.unirioja.es/servlet/articulo?codigo=6766831
(accessed on 2 July 2020). [CrossRef]
47. Gao, W.; Ping, S.; Liu, X. Gender differences in depression, anxiety, and stress among college students: A longitudinal study
from China. J. Affect. Disord. 2020, 263, 292–300. Available online: https://www.researchgate.net/publication/337737095_
Gender_differences_in_depression_anxiety_and_stress_among_college_students_A_longitudinal_study_from_China (accessed
on 2 July 2020). [CrossRef]
48. Becker, S.P.; Holdaway, A.S.; Luebbe, A.M. Suicidal Behaviors in College Students: Frequency, Sex Differences, and Mental Health
Correlates Including Sluggish Cognitive Tempo. J. Adolesc. Health 2018, 63, 181–188. Available online: https://pubmed.ncbi.nlm.
nih.gov/30153929/ (accessed on 2 July 2020). [CrossRef]
49. UN Leads Call to Protect Most Vulnerable from Mental Health Crisis during and After COVID-19. UN News. 14 May 2020.
Available online: https://news.un.org/en/story/2020/05/1063882 (accessed on 3 July 2020).
50. Caballero-Domínguez, C.; Suarez-Colorado, Y. Tipologías distintivas de respuestas ante el estrés académico en universitarios:
Un análisis de clasificación. Duazary 2019, 16, 245–257. Available online: https://doi.org/10.21676/2389783X.2748 (accessed on
2 July 2020). [CrossRef]
51. Aradilla-Herrero, A.; Tomás-Sábado, J.; Gómez-Benito, J. Associations between emotional intelligence, depression, and suicide risk
in nursing students. Nurse Educ. Today 2014, 34, 520–525. Available online: https://www.researchgate.net/publication/25232472
1_Associations_between_emotional_intelligence_depression_and_suicide_risk_in_nursing_students (accessed on 2 July 2020).
[CrossRef] [PubMed]
52. Singh, R.; Joshi, H.L. Suicidal ideation in relation to depression, life stress and personality among college students. Indian Acad.
Appl. Psychol. 2008, 34, 259–265. Available online: https://psycnet.apa.org/record/2008-10783-008 (accessed on 2 July 2020).
53. Chafey, I.J. Conducta e ideación suicida en estudiantes universitarios. Rev. Griot 2008, 1, 5–17.
54. Sonic, L.C.; Gutierrez, P.M. Testing a model of suicide ideation in college students. Suicide Life Threat. Behav. 2005, 35, 181–192.
55. Vélez-Pérez, D.; Maldonado-Santiago, N.; Rivera-Lugo, C.I. Espectro del suicidio en jóvenes universitarios en Puerto Rico. Rev.
Puertorriqueña Psicol. 2016, 28, 34–44.
56. Westefeld, J.S.; Homaifar, B.; Spotts, J.; Furr, S.; Range, L.; Werth, J.L. Perceptions concerning college student suicide: Data from
four universities. Suicide Life Threat. Behav. 2005, 35, 640–645. [CrossRef]
57. Gómez, A.S.; Nuñez, C.; Caballo, V.E.; Agudelo, M.P.; Grisales, A.M. Predictores psicológicos del riesgo suicida en estudiantes
universitarios. Behav. Psychol. 2019, 27, 391–413.
58. Borges, G.; Benjet, C.; Medina-Mora, M.E.; Orozco, R.; Nock, M. Suicide ideation, plan, and attempt in the Mexican adolescent
mental health survey. J. Am. Acad. Child Adolesc. Psychiatry 2018, 47, 41–52. [CrossRef]
59. Álvarez, S.M. Potencial riesgo suicida entre estudiantes de primer ciclo de la carrera de Medicina: Un proyecto de intervención
en la Universidad del País Vasco (UPV/EHU). Norte Salud Ment. 2012, 10, 37–42.
60. Herres, J.; Shearer, A.; Kodish, T.; Kim, B.; Wang, S.; Diamond, G. Differences in Suicide Risk Severity Among Suicidal Youth
with Anxiety Disorders. Crisis 2019, 40, 333–339. Available online: https://pubmed.ncbi.nlm.nih.gov/3081382861 (accessed on
2 July 2020). [CrossRef] [PubMed]
61. Morales-Rodríguez, F.M.; Pérez-Mármol, J.M.; Brown, T. Education burnout and engagement in occupational therapy undergrad-
uate students and its associated factors. Front. Psychol. 2019, 10, 2889. [CrossRef] [PubMed]
